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' GOVERNMENT OF THE DISTRIC
A follow-Up to the 2/14/2008 recertfficaiion survey DEPARTMENT OF HEALTH
was Inftiated on 4/3/2008 and was completed on HEALTH REGULATION ADMINISTRATION.
4/4/2008. The syrvey was conducted to assess - 825 NORTH CAPITOL ST, N.E., 2NDF
the ievel of compliance to the deflclancies cited in : WASHINGTON, D.C. 20002
the pravious report and a9 presentad in thair Plan
of Carrection (FOC), The results of the sujvey
wera hased on ohsarvation, skaff interviews, 38
well as a review of the client and administrative
racords, including a review of the unusual incldemt
reports. _ o
{W 149} | 483.420(d)(1) STAFF TREATMENT OF {W 145} |The facility will provide®tmwtn
CLIENTS : ing on incident management, and
The faciiity must develop and Imploment writtzn Teporting '&nj\zﬂ}es to nursing

policies and procedures that prohibit staff. 5/8/08
mistreatment, negiect or abuse of tha cllent. .

This STANDARD is not mot as avidencad by:
Based on siaff interview and record review, the
facility fuifed to ansure the implementation of s
written policies and procedures as requirad by
this section for all clients residing in the facility.

The finding inciudes:

The {=ciity was cited during the 2/14/2008 survey
for falling to implemant policies on reporting of
unusual incidants. Tha providar ' s Plan of
Correction (POC) detailed that " in the futus _..
staff will be required to atbend additional tmaining
on Incldant Mansgement Policies and reporting
injuries to Nursing staf. * Interview with the
facifity * s Qualified Mentz! Ratardation
Profesaional (QMRP) on 4/372006 at 3:11pm,_
ravaalad tha bean no vaining on the
incident managamant policy or on ths
mgthodology of reporting In]urins tn the Nursing

A deﬁﬂlm:y slnhmlntendirm with an mn:k ) denckes, o daficiency whish the
dther safeguards provide suficient prolsction to the pationts. (Sea insbructions.) for nursing homes. the Endings stated above am disosable 90 days
‘following the data of survay whether ar not s plan. of comecion ia providad. For nursing homas, the abeve findings and piane of cormction ame disclosabia 12
dmys hmm%h:h:-hﬂ\munm am made yvailable to the facilty. Ifd-ﬁchnchimdhd. an approvaxd plan of commuction is requisite to continuad
program "
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{W 145} | Continusd From page 1 {W 148}
shaff since the 2/14/2008 suuvey, :
{W 159} | 483.430(a) QUALIFIED MENTAL W 155} 1. client #4 will recieve orthofic
RETARDATION PROFESSIONAL devices when Medicaid authorize
Each client's active treabnent program muxt be payme.p.t fot the orthotic 'device;B -
| Integrated, coordinated and mongored by a The facility will provide written
qualitied menta) retardation professional. documentation indicating when
Client#4 was measured for the .1
This STANDARD i= nct met as evidencad by orthotic devices. 5/15 m
Based on gbservation, staff interview and record :
review, the facility falled to ensure sach clients 2. The nursing staff "ill provide
active treatmant program was integrated, documentation that Client#l was| -
ﬁf’nfg?aﬁlg ;r::i mngltﬂmd _bvﬂﬁ gn:gﬂ%ﬂg s unable to participate in his
e of on Professianal r : i ;
. e . dication program due to his
clisnts residing In the Facility. [C #1 and e ;
9 Bty. [Cliertte #l fractured toes. - 5/15/08{

Tha findings Indude:

5.’ QMRP wil]. rovide documt;.ntat‘on
1. The Quaified Menial Retardstion pr ntath

Professional (QMRP) filed 1o enaure etaff where Client#l refused dental
recalvad the proper and necessary training on a care twive. Client#1 will returm
client* s orthatic devica. [Refarence W188] to the dentist again in an att:ampt

| with 1 15465
5 TheQualmedM Retardation to proviclg him th dental carel. 57 %

‘Profassional (QMRP) failed o snswe the prupar ‘ N ) . :
oversight and monitoring of a cliant* s fallure to 4. Cross refernce W15% 5/ 5 [9#
chow progress on his habilitative pmgmmmmg_

[Refarance W257]

3. The Quafified Mantal Retardation
Frofassional (QMRP) feilad to ensura clients
racaived the propar and necessary dental
services, [Reference WAsG]

4. The Quatified Mehtal Retardation
Professkinal (QMRFP) alsa failad to ersure client ’
s recaived tha proper and necess=yy adaptive
squipment [Referance W436]

FORM CMS-2507(02-89) Previous Vadasions Obeoiate - Eventil; A2 Fadility ID: 00G038 K conlinuation sheal Page 2 af 7




From:

To:HRA

U3/ E3/2008 LBSibt FAA XULGazsaow [.T.5-

DEPARTMENT OF HEALTH AND HUMAN SERVICES

_ CENTERS FOR MEDICARE & MEDICAID SERVICES

ETATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA
AND FLAN OF CORRECTION IDENTIFICATION NUMEBER:

05/02/2008 16:36 #1854 P.(004/015

PRINTED: 04/23/2008
FORM APFROVED

‘09G03s

P2} MULTIPLE CONSTRUCTION
A. BUILDING

8. WinG

OME NO. 09350381
{X3) DATE SURVEY
COMPLETED

113
a4/04/2008

CNs

HAME OF PROVIDER OR. SUPPUER

31112 137TH STREET NW
WAEHINGTON, DC 29010

STREET ADDRESS, CITY, STATE, 4P CODE

4 o
PREFIX
TAG

SUMMARY STATEMENT CF DEFICIENCIES
(EACEH DEFICIENCY MUEST BE PRECEDED BY FULL
REGULATURY DR LSC IDENTIFYING INFORMATION)

0 PROVIDERE PLAN OF CORRECTION ccuﬂ'm
PREFTX (FACH CORRECTIVE ACTION SHOULD BE L
BT CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ . DEFICIENCY)

W 189}

AB3.430(s)(1) STAFF TRAINING PROGRAM

The facdility must provide each empioyee with
tnitial and continuing training that enablas the
employea to perform his or har duties affectively,
sfficiently, and competently.

Thiz STANDARD s not met as evidenced by:
Basad on observation, staff nterview and record
review, the facility failed to ensure that staff
received the proper and necessary taining ona
client ' = adaptive equipmant as required by this
saction for one of eight clients residing in the
facility. [Client #4]

The finding includes:

The faciiity was citad during the 271472008 survey
Tor failing to ensure that stalf recalvad training on

Cllant #4 " s adaptive equlpment (gait belt and leg |-

braca). The facility ' s Plan of Correction {POC)
detailed that * the fadlity will train staff on how to
assist [Cliant #4] in walking with the gait belt and
putiing on his braces. ™ This carractive measure
was to ba completad by 3/19/2008.

Clisnt #4 was observed on ths afletnoon of
A/4/2008 wearing his gait beit but, hs was without
his lag brace. Staff was obssrved using the gait
beR, but it was not clear why he was not wearing
his leg bracs. Interview with the facility * &
Quanifiad Mantal Retardation Professional
(QMRP) on 4/4/2008 at 3:37pm rovealed the jeg
braces weare not availabla gt tha time of survey
and that the provision of that orthotic davice was
pending. Record review revealad the facliity was
nat able tv complets the training on the use of the
lag braces, baeing that the orthotic device has not
besn provided. [Refarence WA436]

(W 189 MRP w111 provide training for |
staff once Client#4 recleves

hils braces.

6/1/08
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W 257 | 483.440(0(1)() PROGRAM MONITORING & W 257| Cross reference W159 5/15/08
E .

The Individus] program pian must be reviewed at
Iwast by the qualified mental retardation
prufassional and revised as necessary. Including,
but not imited to situations in which the client is
faling to progress foward Identified objectives
after reasonable sfforts have been rade.

This STANDARD is not mat as evidencad by:
Based on staff interview and record review the
facility failed o address the documented lack of
progression by a ciant on hia se=if medication
administation program gne of cight cliants
residing in the facility. [Client #1]

The finding Includes:

The faciiity was previously cited for failing &
ensune accurate documentation on 3 client' s
program during the 2/14/2008 survey, The facility
was previously cited for failing to mest the
requiremonts os laid out in W262. Recerd review '

on 4/4/2008 at 3:45pm revealsd Cliant #1 has . -
bean refusing the first three steps of his self
medication program sinca the date of survey.
The first three steps of the self medicaton
program are as follows:

1. Approaches nurse for mads indepandantly.
2. Wil pour cup of water for meds.
3. Will punch out meds with physical assistanca,

Intervigw with the facilty * s Quaiified Mental
Retardation Profassional (QMRP) at 3:55pm
revealed she was not aware Client#1 was
progressing poorly on his seif madication
program, The facllity falled to ensure the
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necossary oversight and interventjon ta ensure
the proper supporis whan a client ' 5 s falling o B
show progress in 4 habiitstion program. i
{w 356} | 483.450(g)(2) COMPREHENSIVE DENTAL {W 358} |Cross reference W159 5/15./08

TREATMENT

The faclilty must en=ure comprehensive dendal
treatment services that includa dental care
needed for relief of pain and infections,
restoration of testh, and maintenance of dental
heatth.

Thie STANDARD i= not met as evidenced by:
Based on sfafl interview and record review, the
facility falied to ensure tha pravision of gmely and
necessary dants) services and treatmant for one
of eight clients residing in tha facillty. {Chent #1]

The findings includa:

The facllty was previously cited for not ensering
timely dantal sefvices for its residents. According
fo tha citation levied during tha 2/14/2008 survey,
thw facility tock the dient to receive dental
servicas on 2/18/2007, 716/2007, and again on
1/25/2008, but tha client did not receivad the
following sarvices. The reason(a) why tha
sarvices were not render was unknown to the
staff.

1. Recommended io recelve scaling dus to
heavy calculus deposits

2. Recommended o recelve partal denture
3. Treatment to address Gingivitis

4. Trestment to address the Carious leslon on
Tooth #12

5. Recommanded to receive Prophylaxie and
polishing

FORM CMS-2367(02.95) Previcus Versions Obsoiete Bvart ID: JILLA2 Facilly W0 DRy ¥ eontinualion sheat Paga 5 of 7
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{W 356} | Continued From page 5 . {W 256}
5. Bxwaction of Tooth #12

“The facillty ' s Pian of Comeclion (POC) detailad
that they would ensurs thet " Clisnt #1 will return
to the dentist for dental follow-up ™. This
treatmant was to be completed by 3/26/2008 as
presanted In thair POC. Recard review revealed
Clisat #1 was taken for dertal treatment on
3/5/2008, but he rofugaed reabment. Tha dantiat
recommended during the 3/5/2008 consulaton o
have this client aedated prior 10 receiving
treamnant Interviaw with the facility * = Qualified
Mental Retardation Frofessiongl P) on
4/4/2008 at 4:-16pm revealsd that the Human
Rights Commilitea (HRC) would hava te approve
the sction, and thon the client * s brother would
also have to consant.” There is was no evidence
presented on or file at the fima of survey to
substaniiate that this cllent has received the
proper and neceassly treatmsent as identilied by
his dentist to date.

{W 436} | 483.470(g){2) SPACE AND EQUIFMENT {W 435} Cross reference W159. 5/15/08

The: facility must fumish, maintain in good repair,
and teach clients to usa and to make Informed
cholces about the use of dantures, eyeglasses,
hearing and other communications mids, braces,
ang other devices identified by the
mtardiscipiinary tsam as needed by the client

This STANDARD is not met as evidencad by:
Basaed on cbasnvation, mecard neview and stafT
intervisw the faciity falled 1o snsure the pravision
of a Img brace for ane of sight diems residing In
the faclity. [Cllent 4]

The finding inclides:

FORM CMS-2587(02.98) Provicus Versions Chaclsly Evant 1D: {12 Faciiy iD: 096046 If confimustion shect Page Bof 7
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{W 436} | Continued From paga 6

Client# was obsorved on the aftemoon of
4/412008 wearing his galt belt but, he was without
his log brace. Staff was cbsarved using the gait
balt, but it was not tlear wity he was not wearing
his lag brace. Interview with the facillty * s
Quaiifiad Mental Retardation Profassional
{QMRP) on 4/472008 at 3:37pm ravealed the leg
braces wers not available at the ime of survey
and that the provision of that orthatic devica waa
pending. Record review revealed that Client #4
wag taken 10 an orthopedic spedalist to ba
refitted for tha new braces on 2/18/2008, but
thara was no evidance at the time of survey ©©
subgtantzie that the facility followed through to
snsure that this cliant received his adaptiva
equipment In a imely manner.

W 438)
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INITIAL COMMENTS

A fallow-up to the 211472008 licensure survey was
infizted on 4/3/2008 and was complated on
442008, The survay was conducted to assass
the leval of compliance to the deficiencias cited In
the previous report and as. presented in thelr Pian
of Correction (POC). Tha results of the survey
were bassd on chaervation, staffinterviews, as
wall as a review of the dient and admiristrative
racords, including a revisw of the unusuei
incident reporis.

3504.1 HOUSEKEEPING

Tha Intarior and exterior of each GHMRP shall be
mainiainad in a safe, clean, orderly, attractive,
and sanitery manner and be fres of
accumulations of dirt, rubbish, and chjectionable
odors.

This Statute I not met as svidenced by:

Based on obsarvation, interview and record
review, the GHMRP fslied to ensure tha intariar
and exterior of each GHMRP was maintained in a
safe, clgan, orderly, attrective, and sanitasy
manner and be free of accumulations of dut.
nibbiah, and cbjectionable odors.

Tha findings induda:

Basement

The carpat in tha basamant near tha door leading
to the laundry rcom appeared to be water
damagad and staingd a5 such.

Flrst Floor:

1. No tollet issue hokier ub;'iurvsd n the

{I nov}

{1 090}

Carpet will be replaced. 5/15/08 .

Tollet tissue holder and paper
towel holder were installed. 4/28/08

)
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Continued From page 1

bathraat and no paper towe! holder was
availabla in the first floor bathiroom.

2. New small areas of brown sizins wars agaijn
obsarved on the cejling In the dining rmeom.
According to the Qualiffied Menial Retardation
Profassional (QMRF), the areas wars previously
repalred and she Is not sure how or why the
staing ane retuming.

Extariar:

1. Several lom araas ware abserved in the
carpat insiallad on the staps lsading to the front
parch, which ceaiad a potential hazard.

2. A tom area was observed ln the carpet where
back porch is attached to the first step, which
created a poiential hazard.,

3510.3 STAFF TRAINING

Thara shall ba continuaus, ongoing in-sarvice
taining programs scheduled for all personnel

This Statute s not met as evidenced by;

Basad on observalion, staff intervisw and record
raview, tha faciity falled tw ensure that staff
raceived the proper and nacessary training on a
regjdent ' £ adaptiva aquiprent as mquired by
this saction for ona of eight rasidents residing in
mnﬁmﬁmy[Ramduﬁia]

Thu ﬁndlng includas-

Tha Facility was cited during the 2/14/2008 survay
for failing to enswe that si=ff racelved training on
Resident #4 ' ¢ adaptive equipment (geit balt and
leg biaca). The faulity = Plan of Corraction

(POC) detalled that " the faciiity will train staif on

{l 099}

GCeiling tiles were replaced.

Carpet was repl.:mad.
Carpet was replﬁced.

Cross reference W159
Training was provided for the
| gait bade. . .

{l 222)

Training for braces will be
completed when braces are Im
the facilivy.

4/30/08

4/7/08

4/7/08

5/15/08

3/ 19/_08

6/1/08

Jhz2
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{l 222}| Continued From page 2 {1222}

how 1o agsist [Rasidant #4] in walking with the
gait beit and putting on his braces. *  This
corrective inensurs was o be complatad by
3192008,

Resident #4 was obsarved on the aftemaon of
4/452008 wearing his gait bait but, he was without
his (sg brace. Staff was obsarved using the galt
beit, hut it was not ciaar why hs was not wearing
his leg brace, Imsrview with the fadiity * s
Qualifiad Mantat Retardation Professional
{QMRP)} on 4/4/2008 at 3:37pm revealad the kg
bracas were not available at the time of survey
and that the provision of that orthotic devica was
panding. Record review revealed the faciity was
not able to complets the training on the use of the
lag braces, being that the ortholic device has not
beer provided. [Referance W436]

1382 3520.2{b) PROFESSION SERVICES: GENERAL | 1382 Cross reference WL59 15/1%/08
PROVISIONS -

Each GHMRP shzil hava svallable qualifad
professional staff to carry out and monitor
necessary professional intevventions, In
accordance with the goals and objechives of every
individual habilitation pian, as determinad to be
nacassary by the Interdisciplinary team. The
professional services may include, but not be
limited to, thase services provided by Individuals
trained, qualified, ang licensad 2= requirad by
District of Columbia law in tha following
disciplings or areas of services:;

(b) Dentstry;

This Statute is not met as evidenced by:

Based on staff interview and racord review, the
facliity falled to ensure the provision of imely and
nocuszary dantal services and reatment for one
hﬁmu&m Adminiztraian .
STATE FORM s JiuLt2 : ¥ conDmmion srwel 3of 7
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1392| Continued From page 3 1392
of eight resients reskling in the facility.
[Raldant#‘l]_ :

The findings include:

The faclity was previously cited for not ensuring
timely dental services for its residents. According
{0 tha citafion levied during the 2/14/2008 aurvey,
the faciity took the resident to recsive danial
ssrvices bn 2/18/2007, 7ME/2007, and again on
1£29/2008, but for some reason the rasidant
never received the following services:

1. Recommendad to receive gcaling due to
heavy caleulus deposits ’

2. Escommended to racaive partial denture

3. Trastmant to address Gingivils

4. Treatment to addvess the Carlous lesion on

Tooth #12

5. Recommended to receiva Prophykaxis and
polishing

6. of Togth #12

The tacity ' s Plan of Comection (POC) detalied
that they would snsure that * Rasident #1 will
return to the dentist for dentzl follow-up * . Thiz
treatment was to ba completed by /2672008 as
prasanted in their POC. Recond reviaw ravealed
Rasidant #1 was teken for denta) treatment on
3/65/2008, but ha mefused treabment. The dentlst
recommanded dwing the 3/5/2008 copsultation io
nave this resident sedated prior to recalving
tmatmant Intarview with the faciiity * & Qualifiad
Ments! Retardation Professianal (QMRP) on
4/472008 at 4:18pm revoaied that the Human
Rights Cammittea (HRC) would have to approva
the action, and than the resident ' s brathar woulkd
also have to consent. Thers was was no
evidence prosented on or file at the time of
survay to substantiate that this rasident has

Hmalth fesguktion Administraion
STATE FORM ’ Anon JiuLiz if confinuation shest 4 of 7
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racelvad the proper and necessary resatment as

identifisc by his dentist o dats.

{1 401)| 3520,3 PROFESSION SERVICES: GENERAL | 1801} | Cross reference W159 5/15 /08
PROVISIONS -

Professional sarvices shall insiude both diagnosis
and evphiation, including \dentification af
develapmeantal lavals and nesds, freatment
sarvices, and services designed to prevent
dataricration or further loxs of function by the
resident

This Statute ks not met as svidenced by:

. Basad an staff imterviasw and record review, the
{acility Tafled 1o ensure the provigion of thmely and

necessary dental services and treatment for one

of sight residenis residing in the fadllty.

[Resident #1]

The findings include:

1. Tha faclily failed to ensure Resident #1
recaived ths praper and necsssary dental
sarvices o pravert the deterforation of his ol
haalth and nss of mora teath as required by this
saction. [Refarance 3520.2(b)]

2. Tha faciifty ako failed to ensorne Rosident 4.
rscalv] the proper and necessary orthatic
services to ensure the provision ofa naw leg

brace. [Reference Federal Deficiency Report
Citatior: W436] \

{1 422} 3521.3 HABILITATION AND TRAINING 422} | .Cross reference W159 5/15008 .

Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with
tha residant ' » individua! Hablitation Plan.

Hualth Ragwaton Asmintsiration _
STATE FORM wul HuL1z2 ¥ continusgon shas S of 7
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{1 422}

{1 500)

Cuntinued From page 5

This Statute s not met 53 evidenced by:
Basad on staff Interview and record reviaw the -
facilty failed to address the documanted Tack of
progression by a residant on his salt madication
administratian program one of sight residents
residing in the facility. [Resident #1}

Tha finding includes:

Tha facillly was previously cited for falling to
mnsure accurate documentation on a resident’ s
program duricg tha 2/14/2008 survey. The facility
was praviously citad for faifing to meet the
requirsmants as lald out in the Fadsral Deflciency
Cltation W252. Rocord review on /472008 at
3:4Bpm revealed Resident#1 haz been refusing
the firet three steps of his seif medication
program since thae date of survay. Tha first hree
steps of the self medication program are as
Tollows:

1. Approaches nurse for meds independanty.,
Z. Wil powr cup of weter for meds.

3, Wil punch out meds with physical
assistancs.

Intarview with tha facilty * s Qualified Mental
Ratardation Professional (QMRP) at 3:55pm
revaalad she was not aware Resident #1 was
progressing poorty on his sall medication
program. The facility falled to ensure the
necessary oversight and Intervention o ensure
the proper supports when g resident ' s was
faifing to show prograss [n a hatliiation program.

3523.1 RESIDENT'S RIGHTS
Egch GHMRP residences director shall snsure

{1422}

{1 500}

that the rights of residents are cbsarved and

STATE FORM

e JULTZ
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{1 500} | Confinued From page 6 - {1 500}
protectad In aceordance with D.C. Law 2-137, this
chapter, and other applicable District and fedesal
laws. )
This Statuls is not met as avidancsd by.
Pawed on chservation, ataff imterview and record
review, the Group Home Tor Mentally Retarded
Parsons (GHMRP) failed to snsura that he rights
of sach resident ware protactad in sccordance
with DCMR Thia 7 Subesclion D Chapter 13
(Formerty PL 2-137), this chapter and other
spplicabla laws.
The fingisigs include: .
Seo federal deficioncy report citztions W149, Cross reference Wi49 and W159 |5/15/08
W89, W257, W358 and W438, '
Healtn Ragulation Administration
STATE FORM - M- JUL12 1t eevibriation eneet 7 of 7
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{W 149}

INTTIAL COMMENTS

A follow-up to the 2/14/2008 recestification surwey
was Inittated on 47372008 and was completed on
4/4/2008. The was conducted to assess
the leval of compliance to the deficiencies cited in
the previous raport and as pressnied in their Plan
of Correction (POC). The results of the survey
were basad on ohservation, staff interviews, as
well as a raviaw of the cliant and adminisbative
reconds, including a revisw of the unusual incident
repaorts,

483 420(d)(1) STAFF TREATMENT OF
CLIENTS

The facity must devaiop and implament written
policies and procedures that prohibit
mistraatmant, neglect or abues of tha client.

Tnis STANDARD Is not mat as evidenced by:
Basad on staff interview and record review, the
faciity failad to ensure the implementaiion of its
written policles and procedures as required by
this section for all clients residing in tha facility.

Ths finding includes:

The facility was cited during the 2/14/2008 survey
for faling to impiement policles on reporting of
unusual incidents. Tha providar ' s Plan of
Carection {POC) datalied that " in the future __.
skaff will be required to atfend additional tralhing
on Incident Maragsmant Policies and reporting
injuries = Nursing staff. *  [nterview with the
facility * 5 Qualified Maintal tion
Professional (QMRP) on 4/3/2008 at 3:11pm
revealiad heriz'hes besn no thaining on tha
Incident management policy or on the
mathodalogy of reporting injuries to the Nursing

LADO|

deficency staiemant ending with un astedsk 1
sufiicient protection to the palients. (See instructions.)

days folkawing

pragram

RY GIRECTORS OR P P

ATIVE'S

{W 000}

{W 14B}|The facility will p_rovide-‘-is@rT =
ing on 1ncident management, and
reporting ‘injutiés - to mursing

staff. 5/8/08

safeguards provide Tor nusg homes, the findings staied shove am disclosabe S0 days
following tha data of curvay whether or not a plan of corraction Is pravided. For nurping hornas, the above Sndings and planc of comection e dixclosabls 14

_Ilﬂ_lllhmmdmmsmmldlmillhlnhmhﬁlw. If Gaficiencias ars cltud, an epproved plan of carmction |s requisita $o conbinued
on.

FORM ChS-2807(02-84) Pravicus Varsiony Theaiats
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{wW 148} | Confinued From page 1 {W 145}
staff sinca tha 2/14/2008 survey. .
{W 1689}| 483.430(a) QUAUF‘SD MENTAL {W1S9}) . client #4 will recleve orthofic
‘ RHMHON PROFESSIONAL devices when Medicaid suthorize
Each client's activs treatment program must be payment for the orthotic deﬂut-
intagrated, coordinated and monltorpd bya The facility will provide writtpn
qualiied mental ratardation prafessional, documentation indicating when
Client#4 was measured for the .
This STANDARD is not met as evidenced by. orthotic devices. 5/15 G
Based an cbservation, st interviow and record . v:lj
reviow, the facillty failed to snsure each clients 2. The nursing staff will provifle
active treatment program was integrated, ‘documentation that Client#l was
ﬁ"—‘"ﬂ:‘ﬁm and mngﬂnrad Wg}e(c?n:gagr wo unable to participate in his
2an RBhldaﬂOﬂ rofessian ’ . '
climts rasiding 1n the faciity. [Clients #1 and #4] wedication program due to his
"9 fty. | “ ] fractured toes. ] 5/15/08]
Thae findings include: . S -
iy will gvide docuomentaty.
1. The Qualified Mental Retardation :h le tentd eof S an
Professional (QMRP) failed 10 ensure steff ere Client#l refused denta
recaived the proper and necessary training on a care twige. Clientfl will retux
client © 5 orthotc devics. [Referance W188] - to the dentist agaln in an attempt RN PP
. to provide him with dental card. ST15808
2. The Qualified Mental Retardation : P ' o
Profassional (QMRP) failed v enswe the propar . . :
oversight and monitaring of a client ' s faliurs o 4. Cross tefernce Wi33 5/;,5 O
show prograss on his habilitative prograrmming.
[Refersnce W257] . ‘ .
3. The Qualified Mental Retardation
Prafessional (QMRP) falied to ensure clients
racaived the proper and necessary dental
services. [Reference W356]
4. Tha Qualfiad Mental Retardation
Professional (QMRP) alsn failed to ansura cient’
s racaived tha proper and necessary adaptive
squipment [Referance W43G6]
FORM CMS-25ETI02-98) Pravious Versions < . Evm 1D JLLT2
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{wW 189} 483.430(e}{1) 5T, AFF TRAINING PROGRAM {W 188} QMRF will pr ovide training for |

The facility must pravide sach employes with
\nitiml and continuing taining that enablas the
amploywe to perfarm his or her duties effectively,
efficiently, and compatently.

This STANDARD is not met as evidenced by:
Based on cbservation, staff intarviow and record
revisw, the facility failed to ensure that staff
recelved the propar and necessary iraining on a
client ' 5 adaptive equipment as requirad by this
section for one of alght cllants residing In the
faciiity. {Clent #4]

The finding Includes:

Thae facility was cited during the 2/14/2008 survey
for falling to snaure that staff received tralning on
Client #4 " 5 sdaptive equipment (gait hait and leg
brace). The facility ' s Plan of Comection (POC)
detafled that * the facility will frain st&ff on how o
assist [Client #4] in walking with the gait bait and
puiting on his braces. " This camactive measure
was to be completad by 3/15/2008.

Cliont %4 was absarved on tha aftemoon of
Al4/2009 wesring his gait belt but, he was without
his leg brace. Staff was chserved using the pait
beRt, but it was not clear why he was not wearing
his lag brace. Interview with the facility " &
Quaified Menial Retardation Professional
(QMEP) on 4/4/2008 at 3:37pm revesaled the [eg
braces ware nat avalable st the tme of survey
and that the pravision of that orthotic device was
pending. Record review revealad tha faciity was
not able 1o completw the training on the use of the
leg braces, being that the orthatic device has not
been provided. [Relsrence W434]

his braces.

staff omnce Client#4 reclevas

6/1/08
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W 257 | 483,440(f)(1)(li) PROGRAM MONITORING &
‘ CHANGE '

‘The individual program plan must be reviewed at
least by the qualifiad mental retardation
professional and revised as necessary, including,
but not limited to situations in which the clisnt is
faling to progress toward identified abjectives
after reasanable efforis have besn mads.

This STANDARD is not met as evidancad by:
Bassad on staff interview and record raview the
faciiity failed o address the documentad lack of
prograssion by a cliant on his salf medication
administration program one of eight chents
residing in the facility. [Client #1]

The finding includes;

The fachitly was praviously cited for failing to
ensure sccurate documaniation on a ciont ' s
program during the 2/14/2008 survay. Tha faciliy
was praviously ciied for faling to maet the
requiramenty as laid out in W262, Recard review
on 47472008 at 3:4A5pm reveslad Chent #1 has
bean refusing the first three steps of his seif
mudicgtion program sinca tha date of survay.
The first threa eteps of the self medication
program are as follows:.

1. Approcachas nurse for meds independently.
2. W pour cup of water for meds.
3, 'Will punch out meds with physical assistance.

Intervigw with the facliity ' s Qualiflad Mental
Ratgrdation Professional (QMRP) at 3:5%pm
revedled she waix not aware Client 1 was
progressing pocrly on his self medication
program. The facility falled to ansure the

W 257| Cross reference W159

5/15/08
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Tha faciity must ensure comprahensive dantsl
treatment services that include dental care
neaded for relief of pain and infections, :
rastoration of testh, and maintenance of dental
health. .

This STANDARD is not met as evidenced by
Basad on staff interview and record raview, the
facility failed to ensure the provision of imely and
necessary danial services and treatment for ona
of eight clisnts residing in the faclity.- {Cllent #1]

The findings Inchuda:

The facility was previously cited Tor net ensuing
timely dental sarvices for its residents. Ascarding
to the citation leviad during the 2/14/2008 aurvay,
the faciity tock the client to receive dental
sorvices on 2/18/2007, 7/18/2007, and again on
1/29£2008, but the client did not raceived ihe
foliowing services. Tha reascn(s) wihy the
5:ﬂvinu were not render was unknown (o the

& -

1. Recommended to receive scaling dua to
haavy caloujus deposits

2. Recammended i eceive partial denture
3. Treatment to address Gingivitls

4. Treatmaernt to address the Carious lesioh on
Tooth #12

& Recommended to recaiva Prophylaxis and
polishing

CMS WASHINGTON, DC 20010
BUMMARY STATEMENT OF DERGIENCIES PROVIDER'S FLAN OF CORRECTION
Lol {ERCH DEHJ;'T; MLIST Bk PRECEDED BY PULL mgm {BACH CORRECTIVE ACTION SHOULD BE wg?ﬂhm
TAG REGULATORY DR LSC IDENTIFYING INFGRMATION) TAG CROSSREFERBNCRED TO THE APPROPRIKTE
DEFIGIENGY)

W 257 | Confinued From page 4 W 257
necassary aversight and Intesvention ta snsure
the propar supparts when 4 client ' s Is failing o
show progress in 3 habllitetion program.

{W 358} | 483.460(g}{2) COMPREHENSIVE DENTAL {w 356)|Cross Teference W159 5/15./08
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6. Bxiraction of Tooth #12

The faciity ' s Plan of Correction (POC) delailad
that they would ensure that “ Client #1 will retum
to the dendist for dental follow-up ™. This
treatmant wae o be comgpleted by 3/26/2008 aa
ed in thelr POC. Record review revealod
Clignt 1 was taken for dantsl traatment on
3/5/2008, but he refused treabneat. The dentist
recommended during the /62008 consultetion 10
hawe this client sedated prior to receiving
treatment. Interview with the facility ' 8 Quaiifiad
Mental Retardation Professienal (QMRP) on
4/4/2008 ut 4:16pm revaaled thet the Human
Rights Committes (HRC) would heve to approva
the action, and than the client ' & brother would
alsa have to consant.” There Is was no avidence
presanted on or flle at tha time of survey o
subskanfiale that this client has received the
ropar and nacessary freatment as identified by
hia dentist lo dia.
{Ww 436) _483.470(9){2) SPACE AND EQUIPFMENT {W 436}| Cross reference w159 s5/15/08

The faciity must furmish, maintain in good repalr,
and teach clients to use and to maks Infarmed
choiges about the u=e of denturas, eyaglnEses,
hearing and other communications aids, braces,
and other devicas idantified by the

ilterdiscipiinary team es needed by the cliant

This STANDARD s nut met as evidenced by:
Based on observation, racord review snd staff
Irtarview the faciity failed to ansure the provision
of & (8g brace for one of aignt cllents meiding In
the facility. [Clent £4]

The finding includes:
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{W 436} Continued From page 8

Cliant #4 was observad on the aftemoan of
44472008 waering his gak belt but, he was without
his lgq braca. Staff was obasrved using the galt
belt, but it wae not clear why he was not wegring
his leg brace. literview with the facilly ' &
Qualfied Mental Retardation Professional
(QMRP) on 44/2008 at 3:37pm revealsd the leg
braces ware not available at tha time of survay
and that the provision of that orthotic davice was
pending. Record review revealed that Client#4
was taken to an orthopedic spacialist to ba
refitted for the neww hraces on 2/18/2008, but
there was nc evidenca =t the tima of survey to
substantiate that the faciily followad through to
ensure that this client received his adaptive
aquipment In a imely manner.

W 436)
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{1 000y INITIAL GOMMENTS {1 ooo}

A follow-up to tha 2/14/2008 licensure Survay was
infiated on 4/3/2008 and was completed on
4/4/2008, The survey was conduciad to assess
ths laval of compliance to the deficiancies clted jn
the previous report and as presented in their Plan
of Corraction (POC). The rasults of the aurvay
were based on ohservation, ataff intarviews, as
weli as 2 review of the client and adminisvative
records, inckiding a reviaw of the ynusual
incident reparts.

{i 090) 3504.1 HOUSEKEEPING { 030y

The Interor and extarior of each GHMRP shall ba
maintained in a 2afe, clean, orderly, attactive,
and sanitary manner and be fres of
accumulations of dirt, rubbish, and shjectionable
sdots.

This Statute s not met as evidencad by:

Based on absarvation, intarview and record
review, the GHMRP fafled to enswe the Intarior
and sxterior of sach GHMRP was mainiained In a
safe, clean, orderly, attractive, and saniesy
manner and be free of accumulations of dirk,
rubbish, and abjectionabia odors.

The findings include;

Basement

The carpat in the basamant near ths door ieading Carpet will be replaced. 5/15/08 -
to the laundry room appeared to be water -

damaged and stained as such.

First Floar:

: . . . Toilet tissue holder and pa.per
1. No foilst tissue holder ohearved in the eowel holder were 1nstalled. 4/28/08

= SHon AGTIMEFE0n Q‘?
LARDO M%%W HEHTA‘I’NE‘S&WTUHE g
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{1 090} | Continued From page 1 {t 030}

bathraom and no paper towel holdor was
gvaijlabls in the first floor bathroom,

2. Naw small areas of brown stains ware again Cefling tiles were replaced. 4/30/08
obsefved on the ceifing in the dining room,
Accurding to the Qualified Mental Ratardation
Profassional (QMRP}, the areas wara praviously
repaired and she is not sure how orwhy the
stains are eluming.

Exterior.

1. Sevesat torm arsas were obsarvad in the Carpet was replaced. 4/7/08
carpst installad on the steps leading to ihe front '
porch, which created a potential hazard.

2. A tom area was ochserved In the carpet where Carpet was replaced. 4/7/08
back pareh is atfached to the first step, which
created a potential hazard.

{41 222)| 3510.3 STAFF TRAINING {1222) |Cross reference W159 5/15/08

There shal ba confinuous, ongoing in-sarvice Training was provided for the
t=ining programs scheduled for all personnel. gait béit.

This Statute 13 not met ::ﬂ avidenced by: - Training for braces will be
Based on nbservation, intarview and reco are i

" . the facllity faled to that Staff c:mp;etgiwhen braces are in 6/1/08
recaivad the proper and hacessary training on a the facility. :

resident* s adaptiva aquipment 85 equired by
this section for one of sight residents msiding In
the facifiy. [Resident 4]

3/19/08

The .ﬂndlng includas;

The faciily wae cited during the 2/14/2008 survey
for faling to ensure that staff received training on
Residant 4’ & adaptive squipment (gait belt and
ieg braws). The faciily * s Plan of Comection

{FOC) detailed that * the facillty will traln st=ff an
ton Adminlsiraion } . .
STATE FORM aad JU12 . ¥ oordiruolon sl 2007
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haw to assist [Resident #4] in walking with the
gait belt and putting on hus braces.” This
corrective measurs was to be complated by
3/19/2008,

Fezldent#4 weas cbserved on the aftesmasn of
4/472008 wegring his gait belt bul, he was without
hig lag bracs, Staff was observed using the galt
belt, but it was not clear why ha wae not wearing
his leg brece. Interview with tha fadily * s
Qualified Manta| Retardation Profassional
(OMRP) on 4/4/2008 at 3:37pm revealed the leg
nraces ware not avaliabie at the ime of survey
mnd that the provision of that orthotic device was
pending. Record review revealed the facility was
not abie to complela the training an the uss of the
leg bracas, being that the orthote device has not
been provided. [Refersnce W436]

|39q 3570_2(5) PROFESSION SERVICES; GENERAL | 1392 Cross reference W159 |5/ /08
PROVISIONS

Each GHMRP shall have available qualified
profa=sional staff to camry out and montor
 necessery profassional interventons, In
accordance with the goals and objectives of svery
individual habilitation plan, as datermined to ba
necas=sary by the interdisciplinary team. The
professional services may includa, but nat be
limited to, those services provided by individuals
trained, qualiified, and Ncensed as required by
District of Cojumbla law in the following
disciplines or areas of services;

(B) Dantistry;

This Statute 13 not met as svidenced by-

Hased on staff interviaw and racord review, the
facifty failed to ensure the provision of imely and
necossary dental ssrvices and reatment for one
He3lth Admanistrafion .
STATE FORM L] JIULIZ . If confinanon sheet 3 of 7
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of sight residents residing in the faclity.
{Residant #1] :

: The findings includs:

The facility waz previously cited for not ensuring
timely dantzl services for s residents. According
to the citation levied during the 2/14/2008 survey,
the faciiity took the residant to receive dental
services on 2/18/2007, 7/1&/2007, and again on
1/20/2008, but for some reason the residert
never raceived tha following sorvices;

1. Recommended to receive scaing dus to
heavy cajculus deposits

2 Recommendsd to receive partial denture
3. Treatment o address Ginghvitis

4. Treatment to address the Carlgus lesion on
Tooth #12

5. ' Recommendad to recaive Prophylsds and
poltshing

6. Extraction of Taoth #12

Tha faciity * 5 Plan of Comaction (POC) detailed
that they would ensura that * Resident #1 will
retum o the dentist for dantal follow-up * . This
treatment was to be complatad by 3/26/2008 as
prassnted in thair FOC. Reacord review revealed
Resident #1 was taken for denial treatment on
3/5/2008, but he refused treatmgnt. The dentist
recommended during the 3/5/2008 consultation to
havg this resident sedated prigr to recaiving
traatment. Inferview with the faciliy * s Qualitied
Monta) Retardation Professional (QMRP) on
4/472008 at 4:16pm revealad that the Human
Rights Coammitise {(HRC) would have 1Q approve
the action, and then the resldent ' s brother would
‘| alsa have o consent. Thera was was no
evidenca prasented on or file at the tme of
survay I substantiate that this rastdent has

Foaith fegukton ATinkveton
STATE FORM : - auLaz IF conlireaation shael 4 of 7
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Continued From page 4

receivad tha propar and necessary treatment gs
idantified by hia dentist to date,

2520,3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall inchide both diagnosis
and evaiuation, including ideniffication af
davalopmental (avels and neads, treatment
services, and services designed to prevent
detegioration or furthar [nss of functian by tha
reg/dant

This Statute ks not met ws evidenced by-
Basaed an staff ererview and racord review, the

| facility failed to ensure the provision of mely and

nacessary dental sesvices and treaiment for ane
of cight residants residing n the facility.
[Reaident #1] )

The findings include:

1. The facility failed to snsurs Resident #1
racsived tha propw and nacessary daytal
selvicas to prevent the detarloration of his oral
health and loss of more teath as by this
section. [Reference 3520.2(b)]

2. The faciity migo fajled to ansure Residant #4.
received the proper and necesaary orthaotic
sarvices 1o ensuro the provision of'a new lag
brace, [Reference Federal Deficiency Report
Citation \W436]

3521.3 HABILITATION AND TRAINING
Each GHMRP shall provide habifation, training

and assistance 1o residents In accordance with
tha residaat’ s individual Habliitation Flan.

] 392

1401} Cross reference W159

Crose reference W159

fl422; -

5/15 /08

5/15/08 .

Healn Reguiakon ASminiseaton
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Continued From page 5

This Statute Is not met as evidanced by: ‘
Based on staff inferview and record review he .
faciity fallad to addrese the decumented lack of
pregression by a resident on his saff madicalion
administraticn program one of eight reaidents
residing in the faciity. [Resident #1]

The finding Includes:

Thae facliity was previously cited for falling to
ansura accurata documentation on a resident’ s
program during the 2/14/2008 survey. The facilly
was previously cited for failing W meat the
requimements as [ald out in the Federal Deficlency
Ciation W262. Recond review on 4472000 at
3:48pm revaaled Resident #1 has been refusing
the first three stepse of his solf medication
program since the daia of survey. Tha first three
steps of the salf madication program ars as
Tollows:

1. Approaches nursa for meds independantty.
2. Wil pour cup of water for meds.

3. Wit punch out meds with physnl
assiztance.

Intarview with the facility ' = Quakfied Manta)
Ratardsation Profassional (QMRP) of 3:55pm
revealed ghe wis not aware Rezident #1 was
progressing peory on his salf medication
pogram. The facilily failled to onsure the
nacessary ovarsight and Intarvention to afisure
the propar supports when & resident ' s was

| falling to show pragrass In a habilitation program.

{1 500} 3523 1 RESIDENT'S RIGHTS

Each GHMRP residence director shall snsure
that the rights of residents gm chservad and

{1422}

{1 500}

Health Reguiaiion Adminsation
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proteciad in accordance with D.C. Law 2-137, this
chapter, and other appilcable District and federsl
laws,

This Seiute Is not met as avidenced by:

Basad on chsarvation, staff Interview and recond
revigw, tha Group Homa for Mentzlly Retarded
Parsona (GHMRP) falied to ansue that he righte
of each reskdent wara protected In eccordance
with DCMR Title 7 Subssction D Chaptar 13
(Formerly PL 2-137), this chapler and other
applicable laws.

‘Tha findings include:

Sea faderal deficioncy raport citations W49, " Cross reference WI49 and W159 5/15/08
V189, W257, W358 and WA3E. )

Fealth Regulation Administaton ‘
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GOVERNMENT OF THE DISTRICT OF COLUMBIA

Department of Health

* * K
Health Regulation Administration ]

I

SAMPLE SELECTION FORM
Survey Period
From: March 25, 2009
To: March 26, 2009
Provider Name: DC Health Care Provider Number: Q9G-046
4601 Georgia Avenue NW
Names Functional Level | Core | Add-On | Client Identifiers
DoONALD McCoy PROFOUND X CLIENT #1
KENNETH BURGESS SEVERE X CLIENT #2
PHILLIP ROSE PROFOUND X CLIENT #3
MARCELLUS BRUCE SEVERE X CLIENT #4
ROLAND MINOR SEVERE L] [l | CLENT#S5
AARON COOPER PROFOUND [ [J [CuEnT#6
MARK WILSON PROFOUND T [ 1 [ CLEnT#7
Roland Follot/Michael D. Walker March 26, 2009
Surveyor(s) Date

825 North Capitol Street, NE » 2™ Floor e Washington, D.C. 20002 & (202) 442-5888 FAX s (202) 442-9430



